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ABSCESSES OF THE LIVER FOLLOWING TYPHOID FEVER. 

By John G. Sheldon, M.D., 

07 TELLUBIDE, COL. 

John H., aged thirty-four years, came to me June 24, 1901, com¬ 
plaining of pain in the right side; chilly feelings and sweats, and 
great weakness. He said that three days before he saw me he had left 
his bed, where he had been confined for six weeks suffering from a dis¬ 
ease diagnosed by his attending physician as typhoid fever. The his¬ 
tory of this illness was typical for an ordinary case of typhoid fever, 
except that he felt that he was regaining strength very slowly, and 
that he had felt a heaviness and dull pain in the right side during the 
last week that he remained in bed. 

The patient’s previous history was negative. He suffered from 
measles when a child, and had smallpox when twenty years of age, but 
had had no other illness. 

The examination showed a well-developed, poorly-nourished and 
emaciated middle-aged man. His skin seemed somewhat darker than 
normal, but he was not jaundiced. The mucous membrane of the lips 
and conjunctive was pale. There was marked tenderness in the region 
of the liver, and I inferred from the physical findings that the liver was 
diffusely enlarged. Its lower border wa3 well defined and extended a 
hand’s breadth below the costal arch at the outer border of the right 
rectus muscle. The upper border of relative hepatic dulness extended, 
in the right mammillary line, to the upper border of the third rib. 
Examination of the chest showed diminished expansion and respiratoiy 
excursion on the right side. The apex of the left lung seemed duller 
than normal. Harsh breathing was found in the apex of the left lung 
and over the lower portion of the right. A few moist riles were 
present in both lungs posteriorly. No friction rubs were heard. The 
heart was slightly enlarged transversely, and a systolic murmur was 
present over the pulmonic area. No thrills were found. The pulse 
was beating 108 times per minute; was not strong, but was regular. 
The temperature was 101° F. The spleen was not felt. There was no 
tenderness in the lower abdominal region; and no evidences of fluid in 
the peritoneal cavity could be found. The remainder of the examina¬ 
tion was negative. The urine showed a trace of albumin, but was 
otherwise normal. 

A diagnosis was not made at this time. A diagnosis of cardiac 
insufficiency, with passive congestion of the liver, was not warranted. 
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Tuberculosis and syphilis could not be positively excluded, but the 
symptoms led us to suspect the presence of an inflammatory condition in 
the liver. 

The developments in the case -were as follows: 

June 2 5th. Chill in the evening, followed by sweating. Tempera¬ 
ture, 102° F.; pulse, 120. Pain in right side severe. Blood examined 
for malarial organisms—-none found. 

26th. Morning temperature 99° F. Slight chill at 2 p.m. Tempera¬ 
ture, 8 p.m., 100° F.; pain continuous; tenderness marked. 

27th. Leucocyte count, 18,000; differential count not made. No 
tubercle bacilli found in the sputum. 

The patient remained about the same during June 28th, 29th, and 
30th. His symptoms were gradually increasing in severity, and his 
liver was becoming larger. Several punctures were made into the right 
hepatic lobe from behind, and on the evening of June 30th I intro¬ 
duced a needle between the eighth and ninth ribs about three inches 
from the spine, and at a depth of five inches, withdrew about a drachm 
of thick, yellow pus. 

Owing to the marked enlargement of the liver anteriorly and to the 
absence of signs of pleural adhesions, I decided to attack the'Jiver from 
in front, and on July 1st an incision, three inches long, was made 
parallel to the right costal margin, the centre of the incision corre¬ 
sponding to the outer border of the right rectus muscle. The liver was 
smooth, and many small yellow areas were seen on its surface. No 
adhesions between the peritoneum and liver were observed. The peri¬ 
toneal cavity was protected with gauze, after which an aspirating needle 
was introduced into the liver and pus found at the depth of about one 
inch. This abscess was opened with a blunt artery forceps and con¬ 
tained about a drachm of pus. Another abscess was located to the 
right of the first and was drained through the same opening. The 
bleeding became free, but was easily controlled by a pack or by intro¬ 
ducing the finger into the liver wound. By using the needle, uterine 
probe, artery forceps, and finger, I located and drained five abscesses, 
none of which contained more than two drachms of pus. I then intro¬ 
duced a rubber tube, wrapped the gauze into the wound, and packed 
the lumen of the tube to prevent hemorrhage. The anaesthetic which 
consisted of tJ-jj- of a grain of hyoscine hydrobromate, and 1 of a grain 
of morphine hypodermically, followed in one-half hour by ether, was 
taken nicely, and the operation, which was of short duration, was not 
attended with much shock. 

The patient slept five or six hours after the operation, after which I 
removed the pack from the lumen of the tube. A considerable amount 
of pus and bile, with some blood, escaped. Eight hours after the 
operation the patient’s temperature was 100° F., his pulse 106. He 
had very little pain—-less than before the operation—and said that he 
felt relieved. For one week the drainage was profuse, and the liver 
diminished markedly in size. The temperature rarely came down to 
normal, but the pulse remained good, and very little pain was com¬ 
plained of. The tube was removed on the sixth day following the 
operation and a gauze drain substituted. On July 10th the patient 
had a chill; his pulse was 118; temperature, 102° F., and he com¬ 
plained of considerable pain in the right side. Examination showed 
no changes in the physical findings—the liver dulness extended, pos- 
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teriorly, as high as the eighth rib. A uterine probe was introduced 
deeply into the liver wound and a small amount of pus was discharged. 
This did not give the patient relief. The chills and fever recurred and 
the pain continued, being situated more posteriorly than usual. 

On July 16th the liver flatness extended to the lower border of the 
scapula. The anterior margin of the liver was found to be about one 
finger’s breadth below the costal arch. There was no respiratory excur¬ 
sion on the right side. Under local ancesthesia a section of the ninth 
rib was removed in the posterior axillary line. The pleura was opened 
and not found adherent to the diaphragm. Twelve hours later pus 
was located at a depth of two inches from the base of the wound, and 
a large abscess cavity was opened by using a blunt artery forceps. A 
drainage tube was inserted. The patient felt relieved, the chills ceased, 
and the temperature and pulse oecame better. The patient at this 
time was very weak and somewhat emaciated. He got along very com¬ 
fortably untu August 1st, when he developed a cough. Pus still con¬ 
tinued to discharge through the operation wound—the tube having 
been removed. From August 1st to August 10th the patient gradually 
failed. The pulse was weak and beat from 110 to 130 times per 
minute. The temperature was irregular, ranging from 100° to 
101° F. No decided chills were complained of. The cough became 
more severe, and on August 8th blood was expectorated. On August 
9th the patient complained of difficulty in breathing. On August 10th 
the dulnes3 had extended higher ou the right side than it had been pre¬ 
viously. No movable dulness was made out. I introduced an artery 
forceps into the wound and opened the pleural cavity in an upward 
direction. The opening was dilated and a tube inserted. The im¬ 
provement following this procedure was slight. On August 15th I 
explored the pleural cavity with the finger, broke up some adhesions 
and liberated a considerable amount of pus. The patient failed grad¬ 
ually. On August 20th he developed a diarrhoea, which lasted until 
August 22d, when he died. 

The autopsy was done August 23d. The external examination of 
the body was negative, except for the presence of the two operation 
wounds. No icterus present. 

The peritoneal cavity contained a small amount of clear, straw-colored 
fluid. The peritoneal surfaces were everywhere smooth, except that 
there were a few adhesions over the right lobe of the liver. 

The pericardium contained a small quantity of clear fluid. Its sur¬ 
faces were everywhere smooth. The heart was small, weighed 22o 
grammes. The myocardium was pale and friable. The cardiac valves 
were normal. 

Many adhesions ana a small quantity of pus were found in the right 
pleural cavity. The apices of both lungs were adherent. The lower 
portion of the left pleural cavity was normal. The pleura on the right 
side wa3 markedly thickened. 

The lower lobes of both lungs were hypersemic, especially in the pos¬ 
terior parts. In the apex of the right lung several irregular cicatrices 
were found. A small cavity and a few scars were found in the apex 
of the left lung. The middle lobe of the right lung was firm and cut 
with resistance. Muco-pus could be squeezed from the bronchi. The 
bronchial glands were slightly pigmented. Calcareous deposits were 
found in two of them. There was found an opening in the diaphragm 
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—large enough to admit the index finger—which communicated with 
a cavity in the right hepatic lobe. 

The liver weighed 1650 grammes. The right lobe presented a 
cicatrix and an irregular deDression over its anterior surface. The 
posterior part of the right lobe was adherent to the diaphragm. On 
section the right lobe showed many irregular cicatrices in its anterior 
part Situated in the posterior part of the right lobe of the liver was 
a globular cavity, 7 centimetres in diameter, communicating with the 
right pleural cavity through an opening in the diaphragm. This 
cavity contained dark-colored pus. It had no definite lining mem¬ 
brane. The liver tissue surrounding the abscess cavity was hypersemic 
and friable. 

The left hepatic lobe was enlarged in proportion to the size of the 
right. On its inferior surface five globular abscess cavities could be 
seen. These abscesses measured from 2 to 4 centimetres in diameter, 
and projected from the surface of the liver. On section the left lobe 
contained many abscesses, most of which were small. All of them had 
a definite lining membrane; and all of the smaller ones could be found 
to communicate directly with a branch of the portal vein. Pu9 could 
be squeezed from most of the portal vein radicals. 

The biliary apparatus seemed normal; as did the hepatic artery. The 
splenic, portal, and superior mesenteric veins showed no gross abnormal 
lesions. 

The lining of the small intestine was hyperaemic. No ulceration 
was found. Two Payer’s patches near the ileocaecal valve were 
elevated and indurated. The remainder of the patches presented a 
shaven-beard appearance. The serosa of the small intestines was 
normal. The mucosa of the large bowel was hyperaemic. Otherwise, the 
large intestines were normal. 

The appendix Bhowed no abnormal changes. The mesenteric glands 
were enlarged and indurated. Softening was found in the interior of 
one gland, 2 centimetres in diameter. 

The kidneys were slightly larger than normal. Their capsules were 
not adherent. On section they were granular and friable, but other¬ 
wise they presented nothing abnormal. The remainder of the exam¬ 
ination revealed nothing of interest. The nervous system was not 
examined. 

The succession of pathological changes leading to the patient’s death 
were believed to be as follows: 

Typhoid fever; carrying of infectious material from the intestines or 
mesenteric glands by the portal vein to the liver; suppurative pyle¬ 
phlebitis, with abscess formation. The injury to the liver tissue done. 
at the first operation resulted in the formation of a large abscess, differ¬ 
ing from the smaller abscesses by being surrounded by a zone of 
hypenemic liver tissue, and by being destitute of a definite lining mem¬ 
brane. This abscess might be classed as a secondary pyosepticmmic 
abscess, as described by Andrew Davidson. 1 The empyema resulted 
from the second operation. 

The diagnosis of typhoid fever was made from the clinical history 
and from the post-mortem findings in the intestines. A Widal reaction 
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was not tried. Slides made from the first operation and from the small 
abscesses found in the left hepatic lobe on post-mortem examination 
showed the presence of a small bacillus, which might have been either 
the typhoid or the colon bacillus. However, typhoid fever seems the 
most probable cause for the patient’s primary sickness. 

The belief that the hepatic abscesses resulted from diseased portal 
vein radicals was supported by the finding of a suppurative pylephlebitis 
post-mortem and by the abscesses—especially the smaller ones—com¬ 
municating directly with a branch of the portal vein. Infection of 
the liver by way of the arterial current was improbable. Although 
Hewlett’ states that typhoid bacilli are found in the blood in 83 per 
cent, of the cases of typhoid fever, and Courmont 58 believes that typhoid 
septicemia is the rule, the absence of changes in the arteries and the 
absence of suppurating foci in other parts of the body speak strongly 
against arterial infection in this case. 

Suppuration in the liver following typhoid fever is a rare condition. 
Holscher reports that 12 cases • of liver abscesses occurred in the 2000 
fatal cases of typhoid fever at Munich. Romberg reports 1 case of 
liver abscess from 88 fatal cases of typhoid. Scholtz reports 3686 cases 
of typhoid fever, 362 of these cases died, and in none of them was sup¬ 
puration in the liver found. Da Costa 5 has collected 22 cases of liver 
abscess following typhoid fever. Osier* makes the following statement 
concerning the occurrence of abscesses of the liver following typhoid 
fever: **Solitary abscess is exceedingly rare and occurred in but 2 
cases in my series.” Julius Dreschfeld 5 says: “ Acute yellow atrophy 
of the liver and abscess of the liver may be cited as very rare compli¬ 
cations.” I believe that it is impossible to say, with any degree of 
accuracy, in what proportion of fatal cases of typhoid fever liver 
abscess is found. During my experience as a medical student, as an 
interne in Cook County Hospital, and in private practice, I have 
knowledge of the post-mortem findings of about 200 cases of typhoid 
fever. The case herewith reported is the only one in which I believe 
that suppuration in the liver was found. 

The relation of the typhoid bacillus to hepatic suppuration has not 
been determined. It is possible that the suppuration is due to the pres¬ 
ence of the typhoid bacillus alone. I am unable to find the record of a 
case in which the typhoid bacillus alone was found in a liver abscess 
that followed typhoid fever. Lannois* reports a case from which he 
isolated the typhoid bacillus, but the colon bacillus was also present. 
It is true that typhoid bacilli are found in pure cultures in the liver in 
cases of typhoid fever, 7 but in these cases no inflammatory reaction is 
present. As yet we have no proof that typhoid bacilli alone are 
capable of producing an abscess of the liver in patients suffering from 
typhoid fever. Bindo de Vecchi 9 has shown that the liver is insuscep- 
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tible to infection with certain organisms. The hepatic resistance may 
explain the inability of the typhoid bacillus to produce liver abscesses 
in cases of typhoid fever. 

The colon bacillus is, in all probability, the organism that is most 
active in producing the so-called typhoid liver abscesses. In support 
of this theory are the following facts: 

1. Colon bacilli are present in the abscesses of the liver following 
typhoid fever. 

2. Roger 9 has shown that the liver promotes the growth of the colon 
bacillus, while it inhibits the growth of the typhoid bacillus. 

3. Macaigne and KUeck 10 have shown that the virulence of the colon 
bacillus is increased by disorders of the intestinal tract. 

4. Sanarelli" found that colon bacilli, isolated from typhoid stools, 
were more virulent than when isolated from healthy stools. He 
thought that the increase in virulence is due to the effect of the typhoid 
toxins, and devised an ingenious experiment which seems to prove this 
point. If it is true that the virulence of the colon bacillus is increased 
in a patient suffering from typhoid fever, and that the liver offers little 
if any resistance to invasion by the colon bacillus, it is not surprising 
that hepatic suppuration occasionally follows typhoid fever. 

The organisms that are responsible for the production of hepatic 
abscesses following typhoid fever, reach the liver by way of the portal 
vein, the hepatic artery, or the bile-ducts. Infection through the 
portal vein seems to be the most common. In these cases it is prob¬ 
able that the organisms reach the portal vein from the intestinal walls 
or from the mesenteric glands. They are lodged in the portal radicals 
in the liver and there begin the process of abscess formation. In these 
cases the liver is usually diffusely enlarged and many abscesses 
are found. The abscesses have a well-defined wall—or lining mem¬ 
brane—and the smaller ones can be seen to directly communicate with 
the branches of the portal vein. The liver tissue surrounding the 
abscess, especially the smaller ones, does not show marked inflamma¬ 
tory reaction. Usually the findings in the liver are independent of 
changes in other parts of the body, and suppuration in other organs is 
uncommon in hepatic abscesses following pylephlebitis. The cases 
reported by Lannois, Osier, Romberg, Gerhard, Trougel, Buckling, 
Asch, and Bernhard and the case herewith reported are examples of 
portal vein infection. 

Abscesses of the liver—following typhoid—due to infection by way 
of the hepatic artery are more rare than the variety described in the 
foregoing.- Cases, however, are reported by Louis, Chvostek, Sidlo, 
and Barth. In these cases the liver may or may not be enlarged. If 
enlargement does occur it is rarely uniform. The abscesses are usually 
single or few. in number. They are apt to be of large size, with no 
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well-defined lining membrane and not connected with the portal vein 
radicals. Abscesses in other regions of the body is the rule and not 
the exception. There was an abscess in the parotid in Louis’ case. 
Suppurative perichondritis of the larynx was found in Chvostek’s case; 
and in Sidlos’ case an abscess was found in the mastoid region. In 
these cases it is probable that the colon bacillus as well as the typhoid 
bacillus is floating in the blood stream. I make this statement because 
such cases are rare and typhoid septicemia, as Hewlett and Courmont 
(loc. cit.) have shown, is common. 

The third method of infection of the liver, with abscess formation, 
namely, by way of the bile tracts, is not common. Klebs alone reports 
a case of this character. Suppurative cholangitis occasionally follows 
typhoid fever, but I am unable to find reports of cases of well-defined 
liver abscesses following typhoid fever in which the organisms have 
been carried to the liver by the bile channels. The pus in these forms 
of abscess, described in the foregoing, is usually of a white or yellowish- 
white color. I can find records of hemorrhagic or dark-colored pus 
occurring only in cases where secondary pyosepticmmic abscesses were 
present—that is, where abscesses were ruptured either by operation or 
by invading some cavity of the body. In these cases the abscess cavity 
has no “ pyogenic membrane,” the pus usually contains blood and is 
dark colored, and the liver tissue surrounding it showB marked inflam¬ 
matory reaction. The abscess found in the posterior part of the right 
hepatic lobe in the case herewith reported was one of this character. 

The symptoms of hepatic abscess following typhoid fever are: 1. 
The general symptoms of an infection. 2. Local manifestations point¬ 
ing to involvement of the liver. Occasionally there are no symptoms 
complained of that would indicate hepatic involvement. Such cases 
are recorded by Theodore Dunin u and by Osier.“ 

The cases of liver abscess following typhoid that I can find records 
of occurred in adult males from twenty-five to thirty-seven years of 
age. One case occurred in a boy, aged twelve years, and another in a 
girl, aged eleven years. In none of the cases was there a history of 
previous disease involving the liver. 

The first indication of involvement of the liver was manifested by 
pain in the hepatic region, accompanied by chills and fever. These 
symptoms occurred in all of the cases that I have reported, except the 
two mentioned in the foregoing, in which no symptoms referable to the 
liver were present. The pain and chills usually came on about 
twenty-five days after the onset of the illness. In one case'* they 
occurred as early as the thirteenth day; and in two cases—-Lannois 15 
and the case herewith reported—they did not appear until the forty- 
second day. j 

Pain was present in all of the cases but two. It was usually jof a 
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severe, sharp character, but in some cases was described as being dull. 

It was usually located in the region of the liver; was generally in¬ 
creased by inspiration, and in one case 18 was aggravated by taking 
food. In no case was the pain intermittent or paroxysmal; and in no 
case did it cease until the pus was relieved from tension, either by 
spontaneous rupture, 1113 or by operation. Violent, prolonged, and 
repeated chills were present in most cases. Du ni n ” mentions the 
absence of chills in his case. In no case did. the chills present the 
regularity that might be expected in malaria. 

Jaundice was by no means a constant symptom. Da Costa 3 reports 
jaundice in 7 of the 22 cases that he has found recorded. It was 
present in the cases reported by Romberg, 19 Kohts 8 (Case I.), Sidlo, 17 
Petrina, 11 Louis, 20 Chvostek, 21 and Burder. 25 In these cases jaundice 
occurred as early as the thirteenth day, 14 and as late as the thirty-ninth 
day 11 after the beginning of the illness. Jaundice occurred in cases 
with abscesses , in other portions of the body,” “ and in cases where 
suppuration was found only in the liver. It does not appear that jaun¬ 
dice is present more often in cases of pylephlebitis than in cases of 
infection by way of the hepatic artery. 

In most cases the liver was enlarged. Usually the enlargement was 
diffuse, but in some cases the right lobe was affected alone. In 
Bander’s, Lannois’, and Dunin’s cases no enlargement of the liver was 
found clinically or at post-mortem examination. In Gerhard’s case, 23 
fluctuation was present over the right hepatic lobe. In all cases where 
the liver was enlarged, marked tenderness was present. 

Ascites was present in one case of pylephlebitis, 8 but no record of 
ascites is found in a similar case reported by Asch and Bernhard. 24 

No constant or characteristic condition was found in the spleeD. 
Mention was made of its being enlarged in 3 cases. Thrombosis was 
found in the splenic veins in Lannois* case. I have not found record 
of splenic suppuration occurring in any case. 

Suppuration in portions of the body other than the liver occurred 
in 7 of the cases. These may be divided into two classes: 1. Sup¬ 
puration in the mesenteric glands. 2. Suppuration in other portions 
of the body. In the cases described by Romberg, Kohts, Louis, and 
the one herewith reported, suppuration was found in the mesenteric 
glands. Cases coming under Class II. may be divided into two groups: 
1. Cases complicated by empyema. 2. Those associated with pus foci 
in distant regions of the body. I make this divirion because it is pos¬ 
sible that a right-rided empyema might occur by direct extension 
from hepatic suppuration; while abscesses in distant portions of the 
body would suggest the carrying of the infection by the blood current. 

Empyema occurred in the case described by Osier, and in the one 
herewith reported. Serous pleuritis was present in the cases reported 



626 


SHELDON: ABSCESSES OP THE LIVER. 


by Lannois and by Gerhard. In none of these cases did the hepatic 
suppuration indicate infection by the arterial supply. 

Suppuration in distant portions of the body occurred in the cases 
described by Louis, suppuration in the parotid gland ; by Chvostek, 
suppurative perichondritis; by Sidlo, pus in the mastoid, temple, and 
right axilla. 

Very little can be found relating to urine, blood, and stool examina- 
tions in the reports of these cases. The findings in the case herewith 
described have been given. 

Examination of the contents of the abscess cavities revealed pus of a 
light color in all cases except in those in which secondary pyosepti- 
cmmic abscesses were found. In these the pus was of a dark color. 
In cases where bacteriological examinations were made the colon 
bacillus was found. Lannois found the typhoid bacillus also in his 
case. A micrococcus was found by Dunin, and a staphylococcus was 
found in Romberg’s case. 

The symptoms in cases of abscess of the liver following typhoid 
fever extend over a variable period of time. Gerhard’s case died on 
the fifty-fifth day; Romberg’s on the thirty-second day, and the one 
that I described on the one hundred and first day. Most of the cases 
died from exhaustion. Dunin’s case terminated suddenly. Osier’s 
succumbed to peritonitis. Occasionally cases recover. Sidlo’s case 
passed pus in the stools on the eighty-fourth day and was well on the 
one hundred and twenty-eighth day. Koht’s case had, on the eightieth 
day, twenty bowel movements containing pus, and recovered on the 
one hundred and twentieth day. The cases that recovered were doubt¬ 
less, from their histories, liver abscesses following pylephlebitis. French 
states that suppurative pylephlebitis may terminate in recovery. 
Treves 25 has operated on a case of suppurative pylephlebitis that recov¬ 
ered. I cannot find records of a case of hepatic abscess of arterial 
origin that got well. The prognosis in cases of hepatic suppuration 
following typhoid fever is always grave, and death may be expected in 
all cases associated with foci of suppuration in other portions of the 
body. 

The diagnosis may be easy, difficult, or impossible. In Dunin’s case 
the patient died suddenly without any symptoms indicating hepatic 
involvement. Pain in the hepatic region, chills, and enlargement and 
tenderness of the liver would suggest hepatic suppuration. Pyle¬ 
phlebitis might produce the same symptoms as hepatic abscess, and 
cannot be distinguished from it. Aspiration of the liver should be used 
as diagnostic aid. 

The treatment of hepatic suppuration following typhoid fever is sur¬ 
gical. In all cases where a solitary abscess can be diagnosed, the pus 
should be evacuated by operation. Surgical interference is advised 
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against in cases of multiple abscesses of the liver. However, I believe 
that hepatic drainage would relieve the patient somewhat, and might 
be of value in some cases. 

Case L—(Lannois, Revue de Medecine, 1895, p. 913). The patient 
was in bed with typhoid for five or six weekB. After the temperature 
had been normal for three days, he had chills and fever, and ten days 
later had pain in the liver and stomach. These symptoms continued. 
The urine contained albumin. He became emaciated and died without 
being jaundiced or without the liver becoming enlarged. 

Autopsy. The liver weighed 1800 grammes. Twelve abscesses con¬ 
taining yellow pus were found in the hepatic substance. Peritonitis 
was present. Thrombi were found in the mesenteric and portal veins 
and in the spleen. Peyer’s patches were found in the stages of ulcera¬ 
tion, healing, and pigmentation. The appendix wa3 adherent, and one 
ulcer was found in its lumen. The biliary apparatus was normal. 
Right serofibrinous pleuritis was present. Typhoid and colon bacilli 
were found in the hepatic abscesses. 

Case II.—(Osier, Transactions of the Association of American Physi¬ 
cians, 1897, vol. xii.). A man, aged thirty-seven years, suffered 
from septic symptoms. Three months previously he had had typhoid. 
Death resulted from peritonitis without.symptoms of hepatic involve¬ 
ment. 

Autopsy. Peritonitis. Appendix perforated. Pus in the mesentery. 
Empyema on the right side. The liver was large and contained many 
abscesses. Suppurative pylephlebitis was present. The splenic vein 
was thrombosed. 

Case HI.—-(George S. Gerhard, Medical News , July, 1886). A man, 
aged twenty-six years, suffered from typhoid. On the twenty-first day 
the liver became large and tender and he suffered from diarrhoea. 
Chills developed and were accompanied by fever; later fluid appeared 
in the right pleural cavity. The patient declined rapidly. Fluctuation 
was found over the liver, and he died on the fifty-fifth day of his 
illness. 

Autopsy. One large and many small abscesses were found in the 
liver. Fluid was present in the right jpleural cavity. Peyer’s patches 
were involved. The biliary apparatus seemed normal. 

Case IV.—(Prof. Kohts, Berliner klinische Wochenschrifi). A boy, 
aged eleven years, had typhoid. His temperature was normal on the 
thirtieth day. Two days later he had a cnill, which was followed by 
pain in the liver, repeated chills and fever, jaundice, and hepatic en¬ 
largement. Eighty-four dayB after the onset of the illness he had a 
sudden pain in the abdomen followed by the passage of pus through the 
bowels. The patient recovered after being rick one hundred and 
twenty days. 

Case V.—(Prof. Kohts, loc. cil.). A patient, aged twelve years, had 
the symptoms of typhoid. On the twenty-fifth day he had a chill which 
was followed by pain in the region of the liver. At the same time 
hepatic enlargement and tenderness over the entire abdomen became 
manifest. Death occurred on the thirty-first day of the illness. 

Autopsy. The liver was enlarged and contained many abscesses. 
Thrombi were present in the portal vein. Suppuration was present in 
the mesentery. Ho abnormal changes were found in the biliary 



628 


SHELDON: ABSCESSES OP THE LIVES. 


apparatus; 100 grammes of fluid were found in the pericardial cavity. 
Peyer’s patches were pigmented. 

Case VI.—(Romberg, Berliner Jclinische Woehenschrifl, March 3, 
1890). A man, aged thirty-seven years, suffered from an ordinary 
attack of typhoid. On or about the eighteenth day of liis illness he 
had a chill, which was followed by sweating, fever, pain in the liver, 
jaundice, enlargement of the liver, and tenderness over the hepatic and 
abdominal regions. His spleen was palpable. These symptoms pro¬ 
gressed rapidly, and he died on the thirty-fourth day of his illness. 

Autopsy. The liver was enlarged and contained many abscesses. 
Thrombi were found^ in the portal vein and in the hepatic artery. 
Peyer’s patches were involved. Pus was found in the mesentery of the 
caecum. Pneumonia was present, involving the lower lobe of the right 
lung. A staphylococcus was found in the hepatic abscesses. 

Case VIL—(Louis, Fievre Typhoide, 1841, voL i., obs. xvii.). The 
patient suffered from an ordinary attack of typhoid fever. During 
the decline of the fever he developed chills, fever, enlargement and 
tenderness of the liver, and jaundice. The patient died shortly after 
the appearance of these symptoms. 

Autopsy. The liver was enlarged and contained one large abscess 
and six smaller ones. Peyer’s patches were involved. Pus was found 
in the glands of the mesentery and in the parotid gland. 

Case VHL—(Chvostek, Med. Chirurg. Rundschau, June, 1868, p. 
1888). This was an ordinary case of typhoid fever that developed 
septic symptoms, with pain and tenderness in the liver, accompanied by 
cough and expectoration. Jaundice wa3 present. The patient died 
from exhaustion. 

Autopsy. The liver was found enlarged and contained two large 
abscesses. The intestines showed evidences of typhoid infection. An 
abscess was found in the lung. Pericarditis was present. 

..^. ASE (Burger, Lancet, October 17, 1874). This case differed 
clinically from the preceding one, in that no hepatic enlargement was 
present. The patient was jaundiced. 

Autopsy. The liver was not enlarged, but many small abscesses were 
found in the right and left hepatic lobes. No other foci of suppuration 
were found. The portal vein was thrombosed. Peyer’s patches showed 
evidences of recent involvement 

Case X.—(Sidlo, Per MilUar Aerzt, "Wien, 1875, No. 23, p. 20). This 
case of typhoid ran an ordinary course until the twenty-third day. 
Then he had chills, fever, and sweats, with pain and tenderness in the 
hepatic region, and with enlargement of the liver. He became jaun¬ 
diced on the thirty-ninth day. Later, abscesses developed in the mas¬ 
toid, temple, and right axilla. On the eighty-fourth day he developed 
a diarrhoea, and pus was passed through the bowels. The patient was 
well on the one hundred and twenty-eighth day. 

Case XI.—(Petri ni, Prag. med. Wochen., 1888, Nos. 41 and 43). 
This case of typhoid developed chills and fever, with pain and tender¬ 
ness in the liver.; jaundice and hepatic enlargement on the thirteenth 
day of his illness. He died from exhaustion. 

_ Autopsy. The liver was large and contained many small abscesses. 
Thrombi were present in the portal vein. The intestines showed 
typhoid lesions. No foci of suppuration were found in the body outside 
of the liver. 
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Case XIL—(Theodore D amn, Deutsche Arch, fur hlin. Med., 1886, 
Band xxxix., p. 379). A patient, aged thirty-five years, complained 
of typhoid symptoms and also of a thenar inflammation. The suppura¬ 
tion in the hand opened spontaneously on the fourteenth day of. his 
illness. The typhoid symptoms continued. The patient had no chills; 
neither did he complain of symptoms that would suggest involvement 
of the liver. No jaundice or hepatic enlargement were present. On 
the eighteenth day he got out of bed (was not delirious) to go to the 
lavatory, and died suddenly. 

Autopsy. The liver was not enlarged. It contained many small 
abscesses. Suppurative pylephlebitis was present. The spleen was 
markedly enlarged, but no abscesses were found in it. . Peyers patches 
and the solitary follicles were infiltrated and necrotic. (Edema was 
present in the lower part of the right lung. The brain was amende. 
A micrococcus and an unidentified bacillus were found in the pus in 
the liver. No streptococci were present. 
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The nature of the disorder that various authors have called recur¬ 
rent, periodical, or cyclic vomiting has never been demonstrated, and 
the treatment has been correspondingly ineffectual. The commonest 



